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State Missouri

The triennial assurance is given for the time period October 2000 to September 30, 2003 that the
requirements of State Medicaid Manual 6305.1.B. and 6305.2 are met. In the aggregate,

Missouri’'s Medicaid expenditures for “other drugs” are in accordance with limits specified in
42 CFR 447.331(b).

State Plan TN# __03-21 Effective Date October 1, 2003
Supersedes TN# _00-23 Approval Date " JAN 2 & 2004
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State: Missouri

The annual assurance is given that, for the period October 1, 2002, through September 30,
2003, the requirements of State Medicaid Manual 6305.1.A and 6305.2 are met. In the
aggregate, Missouri’'s Medicaid expenditures for multiple source drugs identified and listed in
accordance with 42 CFR 447.332(a) are in accordance with the upper limits specified in 42 CFR
447.332(b).

State Plan TN# _03-21 Effective Date _ October 1. 2003
SupersedesTN# _02-29 Approval Date e




